OBSERVATIONS 


Delay in Diagnosis of 
Diabetes Is Not the 
Patient's Fault 

Previous reports have suggested that 
onset of diabetes occurs 4-7 years 
before clinical diagnosis (1). How- 
ever, it is not known whether delay in 
diagnosis reflects patient factors, such as 
lack of medical visits or glucose measure- 
ments, or provider factors, such as clinical 
inertia (2). 

We reviewed the charts of 50 patients 
selected for delayed diagnosis at the At- 
lanta Veterans Affairs (VA) Medical Cen- 
ter. Date of first diabetes range 
hyperglycemia (Dl) was defined by out- 
patient fasting plasma glucose (0630- 
1000 h) >126 mg/dl, random glucose 
(1001-1800 h) >200 mg/dl, 2-h post- 
oral glucose tolerance test (OGTT) glu- 
cose >200 mg/dl, or A1C >6.5%. Date of 
second diabetes range hyperglycemia 
(D2) was defined by having any two of 
these values or any value twice. The date 
of diagnosis was defined by initial use of 
1CD-9 code 250. xx at a primary care visit, 
any use of the code twice, and/or initial 
prescription of a diabetes drug — criteria 
establishing the disease (3) . Inpatient val- 
ues were excluded to avoid confounding 
by stress hyperglycemia. 

The patients were all men, with aver- 
age age 66 ± 10 years (mean ± SD). The 
delay between initial hyperglycemia (Dl) 
and the diagnosis date averaged 3.7 ±1.1 
years, and the delay after D2 averaged 
1 . 8 ± 1 . 7 years . During the delay from D2 
to diagnosis (four patients had no D2), 
patients averaged 9 ± 11 outpatient 
plasma glucose and 2 ± 2 A1C measure- 
ments; for each patient 46% of the fasting 
plasma glucose values were >125 mg/dl, 
20% of the random glucose values were 
>200 mg/dl, and 62% of the A1C values 
were &6.5%. During the delay after D2, 
patients averaged 8 ± 8 outpatient visits, 
of which 5 ± 4 were to primary care. Pa- 
tients were seen by a wide range of various 
primary care physicians, nurse specialists, 


and physician assistants. In 60% of cases, 
the primary care provider's note men- 
tioned hyperglycemia without a diagnosis 
or follow-up plan, and often subsequent 
notes would not mention glucose again 
despite continued elevations; 46% of pa- 
tients had glucose levels >125 mg/dl en- 
tered into the note without mention of 
hyperglycemia. Only two patients had 
OGTTs (both with normal fasting but el- 
evated 2-h glucose levels). Only five pa- 
tients (10%) were recorded as missing 
scheduled appointments, and there was 
no documentation of patients missing 
blood tests. 

Our review reveals that delay in diag- 
nosis of diabetes cannot be attributed to 
patient nonadherence as a result of miss- 
ing appointments or blood tests. To the 
contrary, there were multiple opportuni- 
ties when a diagnosis could have been but 
was not made, suggesting provider factors 
(clinical inertia) as the cause of delay. 

This review included only 50 male 
Atlanta VA Medical Center patients and 
therefore may have limited generalizabil- 
ity. However, the findings suggest that 
practitioners need to improve their re- 
sponse to glycemic indexes that indicate 
that diabetes is likely, particularly ran- 
dom plasma glucose S125 mg/dl (4) and 
A1C >6.5% (5). Although OGTTs were 
rare, abnormal results were followed 
quickly by a diagnosis, implying that ele- 
vated glucose levels may also be more 
likely to prompt diagnosis if tests are or- 
dered for screening rather than routine 
chemistry. Further analysis of the basis 
for the delay in diagnosis may lead to bet- 
ter approaches to aid recognition of dia- 
betes early in its natural history. 
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